This exploratory study piloted in Brisbane, Australia reports on findings from in-depth focus group discussions conducted with Sudanese and Eritrean women in Brisbane. We investigated and documented their experiences and knowledge of sexual and reproductive health and contraception, and explored their views on sexuality and relationships education within the family environment of minority ethnic communities in Australia. Underpinned by a qualitative psychosocial framework, the study also involved key informant interviews with health and multicultural not-for-profit sector professionals. Through the knowledge and experiences shared by the participants, the key themes of cultural insensitivity, exclusion and poor communication within the family were highlighted by participants as determining factors in the achievement of sexual and reproductive health and good quality sex and relationships education. Participants proposed recommendations for how minority ethnic communities in Australia can more effectively support and communicate within the family environment to increase their own and their children's knowledge and understanding.
Introduction
violence, persecution, disruption to schooling, limited access to health care services and separation from family and social networks during their journey to resettlement (Harris and Smyth 2001 , McMichael and Gifford 2009 , Joyce et al. 2010 , McMichael and Gifford 2010 . During, and subsequently after, the resettlement stage, SRH and SRE needs are often overlooked as young people from refugee backgrounds and their families face the many challenges and tensions that living in a new and foreign country brings (McMichael and Gifford 2010) .
This exploratory, pilot study examined the SER and SRH experiences of women from Sudanese and Eritrean backgrounds and how families from minority ethnic communities can more effectively be supported within the family environment to facilitate an increase in knowledge and understanding of SRH and SRE.
Study Design & Methods
Due to the sensitive nature of the research topics discussed, and taking into account issues of culture, religion and language, a qualitative research approach was considered most suitable for this study (Jirojwong and Liamputtong 2009 ). The conceptual framework that informed and guided this study was the Psychosocial Framework as this is particularly applicable to research involving vulnerable populations such as refugee and migrant women (Psychosocial Work Group [PWG] 2003) . Underpinned by the Psychosocial Framework domains of culture, values, economic and physical resources, objectives of the study were to explore, document and examine intergenerational experiences and knowledge of SRH and SRE among Sudanese and Eritrean women.
Methods
The participant recruitment strategies of snowballing and purposive sampling were used within the Sudanese and Eritrean communities to recruit focus group members for this study (Burns 2000, Hinton and Earnest 2009) . Focus group discussions were held for approximately an hour with participants separated in two groups based on the age ranges 18-35 years (younger women) and 35-55 years (older women). The older women's group had eight participants and the young women's group had a total of five participants. Inclusion criteria for research participation were: being female from a Sudanese or Eritrean background; currently live in Brisbane; aged between 35-55 years or 18-35 years; have the capacity to give informed consent; and the ability to speak and understand English.
Focus group discussions (FGDs) were conducted to obtain qualitative data on the SRH and SRE knowledge and experiences. Ruppenthal, Tuck and Gagnon (2005) state that the emotional support, sense of community and reassurance displayed between group members during a FGD are key assets of this research method and is therefore an effective means of information gathering, particularly regarding sensitive issues. The interaction of group participants in response to other participants' comments and not merely the question posed by the facilitator, enables the participants to elaborate and clarify viewpoints individually and with the group (Ruppenthal et al. 2005 , Halcomb, et al 2007 .
Conducting separate FGDs for the different age cohorts enabled us to compare their intergenerational experiences, knowledge and opinions about SRH and SRE and avoid possible inter-generational differences. Separating the two age groups was also a consideration for group dynamics as younger participants may feel they could not disagree or express an alternative view to older members of the group during the discussion (Halcomb et al. 2007) .
Open-ended questions were developed for both the 18-35 years (younger women) and 35-55 years (older women) groups within the context of SRE and SRH and underpinned by three core domains (PWG, 2003) . The psychosocial conceptual framework rests on the assumption that the psychosocial well-being of an individual is defined by human capacity, social ecology and culture and values. These domains map human capital (physical and mental health and well-being, the skills and knowledge of people, and their livelihoods), social capital (relations within families, links with peer groups, religious, cultural civic and political institutions) and cultural capital (cultural values, beliefs, practices, human rights) available to people responding to challenges of prevailing event (PWG, 2003) . Pilot testing of the semi-structured questions was held before the FGDs were conducted enabling feedback and the refinement of questioning style and themes to ensure cultural understanding . The five participants of the pilot testing group included a female member of the Eritrean community; a SRH care professional; a women's multicultural health care worker; a Sudanese bilingual health care worker; and sexual health care professional with extensive experience working with minority and indigenous populations. Prior to the commencement of FGDs, the research team (comprised of the principal researcher, Arabic interpreter and Tigrinya interpreter) and research participants shared a meal together. Cultural and religious similarities between the two nationalities as well as community ties assisted in the creation of a positive group dynamic and a culturally safe environment and helped establish rapport between participants and the research team (Halcomb et al. 2007 , Wilson and Neville 2009 , Mengisteab 2010 , Vara and Patel 2011 .
Open-ended questions were utilised to create dialogue and to generate a diversity of information (Ruppenthal et al. 2005, Hinton and Earnest 2009 ). While research participants were able to speak and understand English, two female, trained interpreters, fluent in Arabic (for communication with Sudanese participants) and Tigrinya (for communication with Eritrean participants) were made available to participants in the older women's FGD . The role of the interpreters was to provide translation and understanding of words/concepts support only. Availability of interpreters helped to minimise language barriers by ensuring that participants had a thorough understanding of the process and provided cultural interpretation where needed Kendall 2011, Pittaway, Vara and Patel 2011) . Several of the participants asked interpreters to clarify certain words or to gain a greater understanding of a question. The Arabic interpreter works in the field of SRH and the Tigrinya interpreter (of Eritrean decent) was a generalist interpreter. Confidentiality of the research in relation to the participant and interpreter dynamic was discussed with the group (Vara and Patel 2011) . Interpreters were not required for the younger women's FGD as the young women were fluent in English.
In-depth interviews with two female key informants from within the migrant and health sectors highlighted issues relating to the specific SRH and SRE needs of people from minority ethnic communities (Jirojwong and Liamputtong 2009 ). Both key informants had worked in fields related to SRH and SRE for over 15 years with one working as a multicultural women's health worker and the other as an advanced practice nurse. Key informants were asked open-ended questions in relation to their experiences of SRE and SRH with people from minority ethnic communities. The information from the in-depth interviews was used to cross check data collected from FGDs (Strohschein, Merry, Thomas and Gagnon 2010, Thomas et al. 2010) .
Quality criteria during the research process included the establishment of an audit trail to ensure that information relating to the study, research methods and data analysis were documented to allow for research replication (Rodgers and Cowles 1993 , Sharts-Hopko 2002 , Hinton and Earnest 2010 . Member checking, through the of sharing information gathered from transcriptions with participants, key informants, interpreters and amongst the authors was undertaken to ensure data accuracy, along with a concurrent review of relevant and recent literature (Sharts-Hopko 2002) .
Ethics approval was obtained from Curtin University and the SRH Organisation involved with the study. The Australian National Health and Medical Research Council's National Statement on Ethical Conduct in Human Research was also utilised as a standard of practice framework (National Health and Medical Research Council [NHMRC] 2007). All research participants were voluntarily recruited and, to ensure anonymity, pseudonyms have been used (NHMRC 2007) . As well as access to interpreters on the day, information about the research was provided to potential participants to ensure adequate comprehension of research aims and objectives. This information was reiterated to participants on the day of their FGD before informed consent was obtained. Participants were informed of their right to withdraw from the research process at any time and to ensure confidentiality, all research data is password protected and stored securely with access only to the authors (NHMRC 2007) .
After completion of FGDs and in-depth interviews, audio-recordings of the sessions were transcribed verbatim for analysis and erased (Hinton and Earnest 2010) . The transcripts were read and re-read by the principal researcher and by a multicultural health care professional who was able to give the principal researcher feedback on cultural nuances. This ensured that cultural understanding of data was accurately interpreted and ensured the integrity of data (Jirojwong and Liamputtong 2009, Hinton and . A thematic analysis underpinned by the Psychosocial Framework was then undertaken to collate the transcriptions into specific themes (Braun and Clarke 2006) . Ongoing member checks with participants were undertaken to enhance trustworthiness (the process of exploring alternative explanations) and ensured data collected was interpreted accurately (Strohschein et al. 2010, Hinton and . While we were careful to retain the integrity of participants' voices, minor grammatical edits were made to quotes with the consent of research participants (Hebbani, Obijiofor and Bristed, 2009) .
Results

SRE and SRH in Minority Ethnic Communities: Educators and health care providers
Health literacy and cultural competency were highlighted as a key factors in effective SRE, the dissemination of SRH knowledge and increasing utilisation of health care services for people minority ethnic communities.
Culture competency of service providers and educators is an essential component for culturally sensitive SRE and SRH knowledge to be shared.
Health care information accessible for people from non-English speaking backgrounds with varying degrees of literacy is fundamental in increasing SRH knowledge within minority ethnic communities. (Multicultural Women's Health Worker) Addressing barriers to the attainment of SRE and SRH such as gender, culture, financial and language were also key issues discussed in both the groups and in-depth interviews.
Speaking the language, knowing the culture and also being of the same gender as the group or individual you are speaking with helps create an environment where people feel comfortable talking about sensitive issues. (Multicultural Women's Health Worker) Participants in the younger women's group reported on confidentiality and trust issues young people experienced when attending health clinics and how these concerns inhibit young people from accessing contraceptive and reproductive health services. Participants in both FGDs highlighted the importance of creating a safe environment where people feel comfortable to access services and discuss health concerns with a trusted health care professional. Being able to communicate openly to health care providers was noted by research participants as an important factor in the provision of effective and culturally sensitive SRE and SRH.
Whole community engagement, as a successful SRE strategy, was also noted as a key component in increasing knowledge and access to services for people within minority ethnic communities. It was suggested that establishing trust within the community can assist health care providers and educators to more effectively meet and understand people's SRH needs. The importance of effective and culturally sensitive SRE was highlighted in the in-depth interviews.
Good quality and culturally appropriate SRE is important in order to interact with, teach and support children from culturally and linguistically diverse communities. Effective, comprehensive and culturally sensitive SRE must also involve communication with parents from minority ethnic communities to let them know that we're not coming from a place that's going to interfere with their cultural beliefs or indeed perhaps damage any of their cultural beliefs. In fact we would like to hear how we could support them and even include them in some of the SRE classes if it was deemed appropriate to do so. (Advanced Practice Nurse) Members of the younger women's group also expressed the need for increased parental understanding, along with community of support of SRE and SRH issues, in order for young people to receive the education they require to make informed decisions about their sexual health.
SRE and SRH in Minority Ethnic Communities: Sociocultural issues
Sexual and reproductive health is considered a taboo or difficult to talk about topic in both Sudanese and Eritrean cultures, and this was a predominant and recurring theme throughout both FGDs and in-depth interviews. Participants in both FGDs commented frequently on the sociocultural issues impacting SRE and SRH and how these cultural norms directly inhibit access to and utilisation of SRH services, and education. Members of both groups discussed how sociocultural pressures and traditions impact the facilitation of SRE discussions within the family environment.
It's a taboo thing, but what do we get from that not discussing, not knowing? Discussion is very important for our community and for the health of our children. (Makda, older women's FGD) Several group participants spoke about their experiences going through puberty and how discussion within the family relating to puberty and reproductive health is difficult or in some cases non-existent. Cultural issues were highlighted as barriers to discussion in the family environment, however, in both FGDs, participants expressed their desire for a shift in these sociocultural attitudes. The younger women expressed how their attitudes towards SRE and SRH differed greatly from that of the 'older' people within their community.
Interestingly, Lily, a participant in the younger women's group, stated that 'I'm lucky, I can talk to my mother about anything, but that's not normal in our community'. A participant from the older women's group also indicated that, while a part of the 'older generation' her attitudes regarding SRE and SRH did not align with perceived 'social norms' towards SRE and SRH.
I think in the past we were not talking about reproductive health because people were ignorant. They thought speaking about reproductive health or sexual health was bad manners but today I think we are free to speak to our General Practitioner and also I think we can speak to the children. (Simo, older women's FGD) Participants in both FGDs commented on male and female relationship dynamics (e.g. over the use of contraceptives, ability to negotiate safe sex, risky behaviour) in relation to SRE and SRH and the challenges these present in acquiring health knowledge and accessing healthcare for both parents and young people.
There should be health education not only for women, but men and women. Separate groups are needed to be held; otherwise they will be too shy to talk. (Simo, older women's FGD) Parental influence resulting in the exclusion of children from SRE in schools due to cultural issues was noted as a key factor inhibiting SRE and SRH knowledge.
A lot of refugee and migrant parents will choose not to let their children participate in school SRE so these children are excluded from learning with their peers. They don't get to learn about protective behaviours, relationships, their bodies or the changes they will experience during puberty. This sets some of those children off on a back foot when it comes to their future healthcare needs and knowing how to access contraception and services for their sexual and reproductive health.
(Advanced Practice Nurse)
SRE and SRH in Minority Ethnic Communities: Communication within families
The older women's group specifically mentioned the lack of communication within the family about sexual health or practicing safe sex. It was considered culturally inappropriate for children and parents to discuss puberty, sexual activity, contraception, reproduction and sexual health issues. Members of this group spoke of cultural and religious expectations of sexual abstinence before marriage and fear of judgment from parents as inhibiting factors to communication. They shared what was considered appropriate ways for young women to conduct themselves around males (through limited contact/socialisation) and expressed these social constructs as being the culturally appropriate way for women to behave. Participants also commented on the lack of awareness parents have about the sexual activity of their children.
The problem in our culture is the parents are not really talking to their kids about these things (sexual health). (Sara, young women's FGD) Parental influence on beliefs young people have regarding SRH, and the choices they make relating to contraception use and safe sex practices, was a key theme in both FGDs. It was also noted that often children will miss out on SRE in school due to cultural beliefs or, if they do attend, they often find the clash of culture perplexing.
There's always that confusion, which side to take. The school side (SRE) or what the parents are saying or what the parents are not saying. It confuses a lot of young people and when the young person is confused they're just going to do whatever they want. (Lilly, young women's FGD)
The younger women stated that lack of SRE and SRH education for young people within their community resulted in many of their peers being ill-equipped to deal with the realities of being sexually active, such as the risks of STIs and unintended pregnancies. Participants stated that this lack of education compounds the pressure that young people in their community feel regarding being sexually active. Suzy stated that many young people in their community viewed sexual activity as 'a status thing.'
For the young people nowadays it's cool to be sexually active, if you're not there's something wrong with you… It's like in almost half the families in the community there is a pregnant girl … And these are really, really young teenagers (Lilly, young women's FGD) They (the parents of the pregnant girl) never try to sit down and talk to them about it. They don't talk about how the girl can prevent getting pregnant again or how the other girls in the family can avoid getting pregnant. (Suzy, young women's FGD) Participants in the young women's group disclosed that within their community, it is quite common for unmarried teenage girls to fall pregnant, with participants stating that several adolescent girls within their community have become pregnant, some at even 14 years of age. The young women shared that adolescent pregnancies occurred through consensual sexual activity between two peers possibly of similar age. They commented that young girls find it difficult to say no to their boyfriends due to power imbalances between boys and girls. They discussed how parents of the pregnant teenagers' struggled to communicate with their children on sexual health and contraception and are often shocked to learn that their teenager is sexually active.
A key informant from a Multicultural Women's Health Project, during an indepth interview, indicated that while pre-marital sex is not culturally acceptable, in the case of adolescent pregnancy, the families played a critical role in providing support for the young couple. The key informant also indicated that some young women who become pregnant out of marriage may seek to terminate the pregnancy due to the shame and social stigma associated with being a young, single mother. However, due to under-reporting and limited research on the issue, it is difficult to determine the frequency with which this occurs (Allimant and Ostapiej-Piatkowski 2011) .
Throughout the in-depth interviews and FGDs, participants reiterated the lack of communication between parents and their children about sexual health, sexuality, reproduction and relationships education issues. This lack of communication was a key barrier to the access of SRE and SRH services, inhibiting young people within the community from making informed and responsible decisions regarding their SRH and sexual activity.
Discussion
Research participants shared their views concerning a myriad of social, cultural, religious and economic influences impacting upon the use of contraception and reproductive health services, inhibiting discussion of SRH within the home environment and barriers to young people from minority ethnic communities inclusion in SRE in schools. These contributing factors also play an inhibiting role in knowledge and understanding of safe sex, protective behaviours and SRH rights (Allimant and Ostapiej-Piatkowski 2011) .
Research participants in the young women's group stated that unintended pregnancy is common among young people within their community, with some adolescents as young as 14 years of age becoming pregnant. In Queensland, the legal age for sex is 16 years (Australian Institute of Family Studies [AIFS] 2013). Age of consent laws have been established in Australia to protect children and young people from sexual exploitation and abuse, however, without education regarding these issues, parents and young people from refugee and migrant backgrounds may be unaware of these laws (AIFS 2013) . While the group did not discuss issues of age and power dynamics of adolescent couples in the examples shared, it raises issues of consent, particularly in the case of minors (AIFS 2013). Lack of support networks, socioeconomic disadvantage, cultural and community pressures, and lack of knowledge regarding the law and sexual and reproductive health rights, can lead to an increased risk of sexual and physical violence towards migrant and former refugee women, adolescents and children (Allimant and Ostapiej-Piatkowski 2011, Kaur 2012) .
Study findings highlight that both male and female educators and community health care providers who possess an understanding of social and cultural issues impacting communities, can effectively and sensitively communicate issues relating to SRH and address the SRE needs of community members. Research by McMichael and Gifford (2009, 2010) also highlights that a lack of SRE can inhibit knowledge regarding sexuality and relationships as well as sexual health, safe sex practices, protective behaviours and issues of consensual consent.
Participants' views and opinions on the importance of SRE and SRH knowledge within the home and school environment reinforced the desire for parents, children and young people from refugee and migrant backgrounds to be supported in the attainment of their sexual and reproductive health rights. In 2011, research commissioned by Family Planning Queensland showed that 90% of participants felt that receiving information about SRE would encourage them to discuss the topic with their school-age children and expressed the need for teachers and parents to work together to provide comprehensive SRE to their school-aged children (Footprints 2011) .
Recent global recommendations proposed by the High-Level Task Force for ICDP unanimously supported the concept that sexual and reproductive health and rights are a matter of equity, equality and social justice and are fundamental rights and freedoms that should be experienced by all people (ICPD 2013) . Actively engaging parents, communities, traditional and religious leaders as well as children and adolescents in the process of design, implementation and evaluation of SRE programmes was also a key recommendation to provide young people with the skills and support needed to exercise their sexual and reproductive health rights (ICPD 2013) .
Similar to findings reported in McMichael and Gifford's 2009 study, members of the older women's group FGD spoke of their experiences in their country of origin, marrying at a young age and having children soon after and how that was considered a social and culturally acceptable path for a young women. They shared their experience of having no SRE or SRH knowledge before, or even after, marriage. Participants expressed that the sociocultural attitudes in Australia towards SRH was very different from their home country. While the research participants in this study highlighted the need for a change in attitude regarding SRE within their community, members from both groups indicated that there needed to be a shift from the traditional concept of not discussing sexual health within the family environment.
For people from refugee backgrounds, the process of displacement, resettlement and the reshaping of social and cultural practices to acclimate to new sociocultural and physical environments, can alter expectations of success and aspirations for their new lives (McMichael and Gifford's 2009; Joyce et al. 2010; McMichael 2012) . Members of the 18-35 years group expressed their desire to finish university and get a good job before finding a husband and having children. While these participants have come from countries where adolescent marriage and parenthood is common and culturally accepted, they are redefining traditional familial and societal expectation placed on sexual activity and culturally appropriate reproductive age in the context of their new environment (McMichael and Gifford's 2009; Joyce et al. 2010; McMichael 2012) .
There were a number of barriers to participant recruitment. Most significant was the reluctance of community members to discuss sensitive topics. Scheduling difficulties also compounded participant recruitment issues. While rich and diverse data was gathered, it must be noted that due to the short time frame for completion of the research; the exploratory nature of the study; and small numbers of participants, the results although applicable to most minority ethnic communities cannot be generalised.
While the use of FGDs for this study was an effective means to gather data on sensitive topics within a supportive environment, the limitations of this methodology must be acknowledged (Halcomb et al. 2007) . Although the research team strived to create an environment where all participants felt culturally safe, the discussion of sensitive topics within the group may possibly have inhibited some of the participants from sharing their opinions and experiences (Halcomb et al. 2007, Wilson and Neville 2009) . The use of interpreters to help support members of the older women's FGD may have impacted on responses and it is possible some bias may still have occurred (Vara and Patel 2011) .
Some recommendations are proposed by study participants on how SRE and SRH interventions could better address the health needs of people from minority ethnic communities. These are: to establish links between minority ethnic communities, schools and sexuality and relationships educators; to provide culturally appropriate strategies for minority ethnic parents to communicate with their children about relationships, sexuality and SRH; to engage men in SRH; and to establish links between minority ethnic communities, health care professionals and health services.
Conclusion
This study revealed some of the complexities faced by women from minority ethnic communities as they access SRE and SRH health services and knowledge. The results highlight the need for further examination of the SRH challenges faced by refugee and migrant men, women, adolescents and children and for SRE and SRH services to be supportive, non-discriminatory, respectful of diversity, culturally appropriate and understanding of the specific health care needs of minority ethnic communities. The challenges identified in this pilot study highlight the need for more research into the SRH and SRE needs of people from minority ethnic communities.
Government, policy makers, health practitioners and educators need to identify and respond to key factors in refugee and migrant women's experiences of sexual and reproductive health in order for them to obtain equitable, effective and holistic reproductive and sexual health. Many of the social factors affecting women's health also affect the entire community and health programming, as proposed in the recommendations, needs to incorporate interventions that involve families and include educational, economic and culturally appropriate components. It is our hope this exploratory study will add to the growing body of research in understanding the complex issue of SRH and SRE and the findings reiterate the need for more research into the health care needs of people from minority ethnic communities.
